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The Evercare pilot study was based on the findings of one quasi-experimental study of case management in US nursing homes, albeit one with impressive results. It was imported to the United Kingdom in 10 pilot sites and applied to a very different group of patients (community dwelling), in a very different health economy, with different nursing skills and information system. Even the author of the original paper expressed surprise that the intervention had been implemented in this way.
2 This cost the UK taxpayer over £4m (€6m; $7.8m)-not to mention the cost of "backfill" for community nursing posts vacated by the new advanced practitioner nurses.
If the Department of Health had any regard for evidence it would not have ignored two excellent systematic reviews 3 4 that showed no consistent evidence for the effectiveness of case management in preventing hospital attendances or admissions, reducing health costs, or improving function. Nor would it have repeatedly touted the "Castlefields" model 5 (never published in a peer reviewed journal) as good evidence for chronic disease management. Most importantly, it would have commissioned a good randomised controlled trial of the intervention in the UK instead of commissioning an evaluation almost as an afterthought.
The only parties to emerge with credit from this exercise are the research team who did their best to perform a quasiexperimental evaluation given the constraints of the project handed to them. Community matrons do make a difference
Respondents on bmj.com are right to wonder whether the tail wagged the dog when policy on case management emerged three years before the publication of the research from Gravelle et al. 1 2 However, the emphasis on research is misleading. Local implementation at the level of the primary care trust was never intended to be a research project. Instead, it was a bold local decision to invest to save, at a time when the Bristol health community was in financial crisis.
Policy making is an illogical world. Meanwhile, back in the real world, despite the research that tells us that it shouldn't work, the approach does what we want it to: patients are alive and well and still living at home and avoiding hospital; and the trust's board is pleased with the local evidence showing that our community matrons more than cover their costs in emergency admissions saved (unpublished data triaged by a nurse and medical consultant).
Martin J Howard service improvement manager King Square House, Bristol BS2 8EE martin.howard@bristol-pct.nhs.uk Competing interests: The author is an NHS employee, and has no financial or other connection with United HealthCare Group or its subsidiaries. On the Venn diagram of preventive medicine and a National Sickness Service, where the two overlap sits primary care. My experience in the US has convinced me that this is the most essential component of a utilitarian health system because it has cost effective, evidence based methods of controlling the course of common diseases in chronically sick patients. 
SURGICAL FOLLOW UP BY GPS
Proposal strikes at the heart of medicine
To abandon follow-up appointments after surgery strikes at the fundamentals of the philosophy of medicine. 1 2 That surgeons will be mere technicians whose only contact with the patients is, more or less, in the We select the letters for these pages from the rapid responses posted on bmj.com favouring those received within five days of publication of the article to which they refer. Letters are thus an early selection of rapid responses on a particular topic. Readers should consult the website for the full list of responses and any authors' replies, which usually arrive after our selection.
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operating theatre, is appalling. Follow-up is essential for many reasons, not just for audit of the surgery or to deal with complications. It is part of the doctor-patient relationship; it allows assessment of things other than technical success; it gives an opportunity to discuss questions the patient may have; and, it provides some satisfaction from seeing a happy patient with a good result. All of these constitute "clinically important" follow-up and to deny it suggests that surgeons do not need to behave as doctors, but as robots.
And what do the patients think of all this? Have they been asked, and if not, why not?
How sad it will be if patients who wish for, or need, any of the above have to be re-referred (and wait the 11 weeks for an appointment, which in all probability will have been made through Choose & Book and be with the wrong surgeon). Assuming that half all surgical patients do this, then there will be no cost saving at all. Surgeons who do not see their postoperative results will not learn either from their successes or failures, and the potential for another Bristol cardiothoracic surgery debacle will be enormously increased. 
SMOKERS AND SURGERY
The best time to die (to help fellow taxpayers)
Not too long ago an accountant told me that, from a financial perspective only, a patriotic citizen should die the moment he or she changes from a net taxpayer (a net tax asset of the state) to a net tax consumer (a net tax liability of the state). 1 For many people this means one should drop dead on the way home from one's retirement party. A brother and sister acquaintance illustrate this quite well. The sister, a non-drinker, non-smoker, responsible eater lived to be 85. Since age 65 she received 20 years' retirement as a government worker, 20 years social security payments, had Medicare paid pharmaceutical charges for almost two decades of diabetes, hypertension, and raised cholesterol, outpatient office visits, and hospitalisation costs for a pneumonia, fractured hip, and sub-endocardial infarction. Her brother, a heavy smoker and drinker, literally dropped dead at 60. Up to that point he paid for medical expenses out of his own pocket. One sibling cost the taxpayers probably close to a million dollars (far greater that she ever paid into the system), the other nothing (in fact it was a great financial gain since he had a high paying job and paid taxes for years.)
When I am asked, the advice I give to smokers is this: "As a physician I can tell you that if you smoke you will probably die of heart disease or cancer. If you don't smoke you will probably die of heart disease or cancer, but usually some years later. During the extra time nonsmoking gives you, you may develop the infirmities, disabilities, illnesses, and aches and pains which go along with old age, and then die. My overall recommendation is not to smoke, however, because it really does increase the risk of dying from emphysema which is a very unpleasant way to die. As a taxpayer, however, I applaud your decision to smoke since you will probably be much less of a financial burden to taxpayers because you will die sooner. You might even be a financial asset to them if you time it right." 
ANATOMY CRISIS
Make surgeons more active in teaching anatomy at all levels
That anatomy teaching is in crisis has been felt by clinicians for many years. 1 Surgeons should be more involved in the teaching of anatomy and be integrated with anatomists and other clinical specialists to provide a multispecialty approach. The practicalities of maintaining large numbers of cadavers have to be balanced with cost, utilisation, and usefulness of the teaching methods adopted. New technology (such as web based learning, 3-D anatomical packages, and virtual prosections) should be embraced as an adjunct to traditional methods.
If more time and money is not spent on anatomy for students then their knowledge will always be weak. A shift in the medical school curriculums needs to happen, and anatomical knowledge should be retested at clinical levels, perhaps through end of specialty examinations and a surgical anatomy component of finals. Until there is one standardised examination for all medical students in the United Kingdom, this will not be possible. If the UK is to produce high quality surgeons of the future then the surgeons of today must be more actively involved in teaching, reinforcing, and planning anatomy teaching at both undergraduate and postgraduate level. 
CHILD SAFETY IN CARS
Seats must be secured when children are not using them
We are concerned that the European compliant law of 18 September 2006 regarding safety regulations for children over 3 1 may contribute towards increased numbers of injuries and fatalities from unsecured car safety seats acting as potential projectiles when the child is not in the car. Unsecured projectiles in cars can be lethal in the event of a crash, typically increasing the effective weight of the item by 20 times.
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This concern led to legislation in Holland, enforcing that all heavy objects in a vehicle be secured.
Unfortunately, this issue was not factored into the risk assessment when the legislation was made. Currently, statistics of in-car injuries from unsecured projectiles in the UK are not collected. We suggest an urgent risk assessment to ensure that the new law does not cause overall more death and injury than it is designed to prevent.
